Background: Spontaneous pneumothorax is a common problem in hospital practice. Despite the publication of guidelines controversy over its initial management still exists, particularly over the use of simple aspiration. Methods: The management of spontaneous pneumothorax by respiratory and general physicians at our hospital was analysed by retrospective case note review. Eighty five patients were identified over the study period (36 managed by respiratory and 49 by general physicians).
P rimary spontaneous pneumothorax usually occurs in young patients without pre-existing lung disease. It is a common problem encountered in hospital practice with an incidence of 11 per 100 000 per year. Controversy over its management continues to exist despite the publication of guidelines. [1] [2] [3] [4] The aim of this study was to assess the effectiveness of aspiration as an initial treatment for spontaneous pneumothorax and to compare outcomes of patients managed by specialist respiratory physicians with those managed by general medical physicians.
METHOD
Records of all patients admitted with pneumothorax to our 400 bedded district general hospital between 1997 and 2002 were reviewed. Only patients who were symptomatic with a primary spontaneous pneumothorax of greater than 2 cm rim were included in the study. The patients were divided into two groups depending on whether they had been managed by a general or a respiratory physician. Patients were allocated to a general or respiratory physician's care solely on the basis of the day the patient attended hospital. Outcomes measured were: (a) use of aspiration as an initial treatment, (b) need for intercostal drain insertion, (c) complications of intercostal draindefined as tube displaced sufficient to require new drain insertion, severe surgical emphysema requiring intervention, or infection, and (d) length of hospital stay. It was also recorded whether advice was given to patients and recorded in the notes about flying and steps to take if symptoms recurred after discharge. Aspiration was undertaken using a 14F plastic cannula inserted into the chest in the second intercostal space in the mid-clavicular line. The introducer needle was withdrawn and the cannula attached to a 50 ml luer lock syringe using a three way tap. Air was expelled until no more was present, the patient became uncomfortable or a maximum of 2.5 litres was withdrawn. Intercostal drains were inserted between the fourth and sixth intercostal space and the anterior and posterior axillary lines with the fifth intercostal space in the mid-axillary line being the most commonly used. In two cases a drain was inserted in the second intercostal space in the mid-clavicular line. Drain sizes used varied between 16 and 24F gauge with size 20F being the commonest. Data were analysed using χ 2 test and MannWhitney U tests using SPSS.
RESULTS
During the study period 89 patients with primary spontaneous pneumothorax were identified of which records were available in 85 (66 male, 19 female). Thirty six were managed by respiratory physicians (group 1) and 49 by general physicians (group 2). There was no significant difference in age of patient or size of pneumothorax at presentation between the groups (table 1) .
Results are summarised in table 2. A significantly greater use of aspiration and a higher success rate of aspiration by respiratory physicians (group 1) was seen. Success of aspiration was defined as complete resolution of pneumothorax or reduction in size sufficient not to require any further intervention and to have relieved patients' symptoms. All patients who did not undergo aspiration or in whom aspiration was unsuccessful had an intercostal drain inserted. Those managed by respiratory physicians had fewer complications. Length of stay was significantly less in the group managed by respiratory physicians. When length of stay of those with successful aspiration was examined there was no significant difference between the two groups suggesting the greater and more successful use of aspiration by the respiratory physicians accounted for their shorter length of stays.
DISCUSSION
This is one of the largest studies to examine the role of aspiration in the treatment of spontaneous pneumothorax in medical inpatients. It is the first to directly compare outcomes of patients with pneumothorax managed by specialist respiratory and general physicians. It demonstrates that the use of simple aspiration as the initial treatment of choice in patients with pneumothorax reduces the need for intercostal drains and significantly shortens length of hospital stay independent of the initial size of the pneumothorax. Previous studies have used length of stay as a primary endpoint. [5] [6] [7] In a prospective randomised trial Harvey and Prescott found a significantly shorter mean length of stay of 3.2 days in the group treated with aspiration compared with 5.3 days in the group that had an intercostal drain. Andrivet et al found no difference in length of hospital stay mainly because there was a mean delay of 48 hours before aspiration was undertaken. In the study by Noppen et al only 52% of those that underwent manual aspiration required admission largely because they needed an intercostal tube for failed aspiration. Not surprisingly therefore the length of stay of the two groups did not differ. In our study when length of stay of only those who had undergone aspiration successfully was examined there was no significant difference between the two groups, suggesting it is the greater and more successful use of aspiration by the respiratory physicians that accounted for their reduced lengths of stay.
The success rate of aspiration of 63% in the respiratory group is similar to previous series (45%-83%), even though all the aspirations were done by junior medical staff and not by research staff . 5 8-11 Respiratory physicians were more likely to follow up patients in the outpatient department and document that patients had been advised to return should they develop a recurrence of symptoms in accordance with British Thoracic Society guidelines. Documentation about advice given on flying was poor in both groups. 12 This is the first study examining the management of spontaneous pneumothorax by specialists and generalists. It demonstrates better outcomes of care when patients are managed by respiratory physicians. A questionnaire survey of physicians in Wales showed a non-significant trend towards respiratory physicians following British Thoracic Society guidelines more than general physicians, but this is the first to show this happens in practice and that it affects patient outcomes. 13 Studies of other respiratory diseases such as asthma and chronic obstructive pulmonary disease have shown similar benefits when patients are managed by specialist respiratory teams. [14] [15] [16] There is also a growing body of literature from other medical disciplines demonstrating improved outcomes with specialist care. [17] [18] [19] This study showed a higher complication rate of intercostal drains in patients managed by general physicians. There was a trend towards greater use of clamping by general physicians despite guidelines indicating this practice should not be followed due to its associated risks.
2 Inserting intercostal drains is probably the commonest invasive respiratory procedure undertaken by junior medical staff, is often done unsupervised, yet can be associated with significant morbidity. 20 The respiratory physicians' greater use and increased success of aspiration coupled with the reduced complication rate when intercostal drains were required led to significantly shorter length of stays. If these findings are confirmed in prospective multicentre studies the process of provision of respiratory healthcare in the United Kingdom may require review, in the way for example cardiologists are looking at temporary pacemaker insertion, 21 to provide safer more cost effective management of pneumothorax. 
